There are two principal aims in the treatment of school refusal. The first is to get the affected child back to school' and the second to alleviate associated psychiatric disorder.2
Early return to school For a quarter of a century it has been considered important to restore regular, trouble free school attendance as soon as possible.3 The alternative approach of taking the pressure off the child to go back to school while treatment for psychiatric disturbance is carried out has found little favour in recent years and is not to be recommended. The policy of arranging home tuition and allowing the child to stay off school for weeks or months has not been a success. It is still practiced and should be stopped.
Psychiatric disorder
Children with school refusal become severely disturbed emotionally when they are away from school and are under considerable pressure to go. Anxiety is often very evident and frequently manifests itself as physical symptoms such as abdominal pain, nausea, anorexia, vomiting, diarrhoea, frequency of micturition, or headache. Staying home, clinging to parents, misery, worrying, and resistivity to parental requests are characteristic features. Many of these severe symptoms resolve rapidly once normal attendance is resumed, although some features of neurotic disorder of varying degrees of severity often persist for months or years.4 The management of these problems does not differ from the treatment of neurotic difficulties uncomplicated by school refusal, so will not be considered in any detail here.
The greater part of this article will be devoted to ways of getting school refusers back to school, since these are specific to this particular condition and are normally used as a first step in treatment. 
Methods

Diagnostic difficulties
It has recently been suggested that school refusal may masquerade as physical or even psychiatric illness in so far as the condition the child suffers from is not recognised as being school refusal. This situation has been called the masquerade syndrome. 10 Intercurrent illnesses such as influenza; lingering infections such as infectious mononucleosis; and even severe chronic diseases like diabetes, leukaemia, and cystic fibrosis may be complicated by school refusal without it being realised. Even when it is appreciated that the child's symptoms cannot be entirely accounted for by physical illness and that psychiatric disturbance may be playing some part, the absence from school is accepted as justified by the condition and school refusal is overlooked. Once it is realised that a particular child is suffering from the masquerade syndrome the problem should be managed as if it were school refusal pure and simple. It may take some time and effort to convince parents and the affected child that school refusal is the central problem. To do so is the first step in managing cases of this sort.
